Setting-Pigmented lesion clinic, which patients attend without an appointment for early diagnosis of melanoma. Patients with lesions that were judged to be benign by at least one of the three doctors.
Interventions-The lesions were excised under local anaesthesia and sent for histopathological examination in coded bottles without clinical details.
Main outcome measure-Comparison of clinical with histopathological diagnosis for each lesion.
Results-A total of 120 lesions were evaluated by at least two of the three doctors. The histopathological diagnoses were made by the same pathologist. The overall sensitivity (diagnostic accuracy) for the three doctors for all types of lesion was 50%. Of the 39 dysplastic naevi, only 19 were identified correctly by all observers, and a further 24 banal lesions were wrongly diagnosed as dysplastic by at least one doctor. Particular difficulty was experienced with small (<5 mm), flat lesions, which can be banal or potentially malignant.
Conclusions-Critical diagnosis and management decisions' concerning pigmented lesions should always be based on a combination of clinical and histopathological assessments and the history of the patient.
Introduction
The risk of malignant melanoma is increased in people with large numbers of melanocytic naevi' 2 and in those with the dysplastic naevus syndrome.3 Previous studies have assumed that benign melanocytic naevi can be distinguished from other banal pigmented lesions such as lentigines and that dysplastic naevi can be recognised on clinical grounds. We tested these assumptions.
Subjects and methods
We examined 120 pigmented lesions from 86 patients who presented mainly to the pigmented lesion clinic at the hospital. The lesions were judged to be benign but were excised for diagnostic purposes or at the patient's request. All of the lesions were evaluated clinically by at least two and often three of us (RAM, MGC, and RKC) independently. (We had all had considerable experience of managing pigmented lesions.) Specimens were sent for histopathological examination in coded bottles without clinical details as the pathologist was also one of the clinical observers, and the results were not available to us until the end of the study, except when necessary for managing the patient. To test the reproducibility of the histopathological diagnosis all of the slides were recoded and resubmitted to the same histopathologist (MGC) for a second evaluation. The criteria for the histopathological diagnoses of the various pigmented lesions were based on the commonly accepted definitions of ephelis; junctional, compound, and intradermal naevi; and seborrhoeic keratoses.46 An otherwise intradermal naevus was considered to be compound if there were two or more junctional nests in each section examined. As there is some discrepancy regarding the definition of a lentigo we used our own definition, based on that of Pinkus and Mehregan5-that is, a lentigo is an area of acanthotic epidermis with an intensely hyperpigmented basal layer, variable elongated rete ridges, and an increased number of basally situated melanocytes, particularly in the rete ridges.
We used the well established histological criteria for diagnosing dysplastic naevi (melanocytic dysplasia).37 Essentially these lesions typically have hyperpigmented, elongated rete ridges with fused tips, giving an inverted bridge pattern, and an increased number of melanocytes, which are atypical to various degrees. The atypical melanocytes often form horizontal sheets at the tip of the rete ridges, and in this site they have a spindly configuration. Single, atypical, non-spindly melanocytes are also distributed widely in the basal layer of the epidermis, including the suprapapillary region. The underlying dermis usually shows some sclerosis and infiltration of lymphocytes and often includes the cellular components of a benign naevus.
Although we acknowledge that in routine practice interpretation of histopathological appearances often relies on a clinical history, in this study we were attempting to test our clinical accuracy, and therefore the pathologist's assessment without clinical details was accepted as the final diagnosis.
Results
In over 80% of cases (including three of melanoma) the lesions studied were those for which the patient had sought an opinion. Occasionally additional biopsy samples were taken from a patient if multiple naevi were present to try and establish a diagnosis of dysplastic naevi. Each of the three patients with lesions that proved to be melanomas on histopathological examination attended because they thought that the lesion had changed.
All 120 lesions were examined twice by the histopathologist, and in the 11 cases in which there was a discrepancy between the first and second histopathological diagnoses the slides were resubmitted randomly for a third time without his knowledge. In each of these cases the second and third assessments were the same and were taken as the correct diagnosis: in three cases a diagnosis of intradermal naevus was changed to that of compound naevus, and in one case a diagnosis of compound naevus was changed to intradermal naevus (these adjustments were made when it became apparent that a stricter definition of a compound naevus was necessary); five lesions were thought to be dysplastic after further examination; and two lesions that had been categorised previously as dysplastic naevi were later classified as banal.
The final histopathological diagnoses were melanoma (3), dysplastic naevus (39), compound naevus (22) , intradermal naevus (30), lentigo (6), seborrhoeic wart (8) , and miscellaneous (12 We experienced difficulties with all types of so called banal lesions-for example, only two of the 30 intradermal and four of the 22 compound naevi were identified correctly by all three of us. We were particularly bad at identifying small, flat lesions and distinguishing between lentigines and naevi: the overall sensitivity for lentigines was only 27%. There were some interesting discrepancies among us in recognising lesions-for example, one of us rarely made a clinical diagnosis of intradermal naevus and tended to interpret all such naevi as compound, whereas another of us interpreted all of the lentigines as naevi. Those lesions that the pathologist found difficult to classify were also more difficult to assess clinically; the overall sensitivity was 36% (compared with 50% for all lesions).
After reviewing our results we conclude that clinical distinction between intradermal and compound naevi is not reliable. We appreciate that these discrepancies are of little importance in managing patients, but nevertheless they would affect epidemiological studies based entirely on clinical assessment. Of greater importance is the ability (or inability) to recognise dysplastic naevi. Only 20 (51%) out of 39 dysplastic naevi were identified correctly by all observers, whereas 24 banal lesions were thought to be dysplastic on clinical grounds.
Studies have also shown poor agreement among histopathologists in diagnosing pigmented lesions. 24 We took the opinion of one histopathologist with a particular interest in, and wide experience of, pigmented lesions rather than take the consensus view of several pathologists because we were concerned with the clinical and not the pathological validity of evaluating pigmented lesions.
In their study of melanocytic naevi in relation to phenotype2s and their site specific naevus counts26 English et al counted pigmented lesions of greater than 2 mm that were not obviously lentigines, seborrhoeic keratoses, or freckles. Rampen and colleagues counted all clinically apparent moles, the smallest of which were about 1 mm across.2728 The contrasting results of English et al and Rampen and colleagues of the relation between phenotype and banal melanocytic naevi possibly related to a difference in the nature of the lesions being counted; in the present study we found it difficult to diagnose small (<5 mm) flat lesions of any type accurately. Our results suggest that critical diagnosis and management decisions concerning pigmented lesions should always be based on a combination of clinical and histopathological assessments and an assessment of the history of the patient.
